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Inadvertent Use of Bicillin® C-R to Treat Syphilis Infection — 
Los Angeles, California, 1999-2004 


In March 2004, the Los Angeles County Department of 
Health Services (LACDHS) was notified that a large non- 
profit clinic serving the gay and lesbian community in Los 
Angeles used a nonrecommended preparation of penicillin to 
treat syphilis patients during January 1999—March 2004. The 
clinic had inadvertently used Bicillin™ C-R, a mixture of 1.2 
million units (MU) benzathine penicillin G (BPG) and 1.2 
MU procaine penicillin G, rather than Bicillin™ L-A, a prepa- 
ration that contains the 2.4 MU BPG per dose recommended 
by CDC (1). Bicillin L-A is recommended for treating syphi- 
lis and upper respiratory tract infections caused by suscep- 
tible streptococci (2). Bicillin C-R is indicated for streptococcal 
infections of the skin and respiratory tract; however, its effi- 
cacy in treating syphilis is unknown. The inadvertent use of 
Bicillin C-R, which contains only half the recommended dose 
of BPG for syphilis, was discovered after a patient treated for 
syphilis read the product insert, which stated that the medica- 
tion was not indicated for treatment of syphilis. Review of 
clinic pharmacy records revealed that it received a shipment 
of Bicillin C-R in lieu of an unfilled order for Bicillin L-A in 
late 1998 and that the pharmacy subsequently ordered Bicillin 
C-R until March 2004. The clinic used Bicillin C-R as its 
exclusive formulation of injectable penicillin during January 
1999—March 2004. This report summarizes the investigation 
of the misuse of Bicillin C-R at the Los Angeles clinic, which 
represents the largest occurrence of inadvertent treatment with 
Bicillin C-R to date. The investigation led to discussions among 
CDC, the Food and Drug Administration (FDA), and King 
Pharmaceuticals, Inc. (Bristol, Tennessee), whose Monarch 
Pharmaceuticals subsidiary markets Bicillin products. As a 
result, King Pharmaceuticals agreed to institute packaging and 
labeling changes to Bicillin products to prevent inadvertent 
treatment of syphilis with Bicillin C-R. 


Five BPG-containing products are marketed by Monarch: 
Bicillin L-A, Bicillin® L-A Pediatric (0.6 MU BPG), Bicillin 
C-R, Bicillin® C-R Pediatric (a mixture of 0.3 MU BPG and 
0.3 MU procaine penicillin G), and Bicillin™ C-R 900/300 
(a mixture of 0.9 MU BPG and 0.3 MU procaine penicillin 
G). Despite a change in package color in 2002 to distinguish 
Bicillin C-R from Bicillin L-A (3), the proprietary names and 
package appearances remained similar for the two formula- 
tions (Figure). The product insert sheet included a warning 
against the use of Bicillin C-R for treatment of syphilis. 

Investigators reviewed databases from the clinic and from 
the LACDHS Sexually Transmitted Disease (STD) Program 
to identify patients who were treated during January 1999- 
March 2004 for confirmed syphilis infection or because of 
contact with a person known or suspected to have syphilis. 
All available data on treatment were evaluated. 

During January 1999—March 2004, a total of 429 patients 
were treated with Bicillin C-R for confirmed syphilis infec- 
tion at the clinic. An additional 234 patients were treated with 
Bicillin C-R at the clinic for reported sexual contact with some- 


one who was known or suspected to be infected with syphilis 
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FIGURE. Labeling of Bicillin® C-R and Bicillin® L-A products 
before changes implemented in 2004 
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(contacts). Of persons with confirmed syphilis, none were 
female, and 215 (50%) were known to be infected with 
human immunodeficiency virus (HIV). Five (2%) contacts 
were female, and 10 (4%) contacts were known to be infected 
with HIV. No female patients were pregnant during or after 
treatment with Bicillin C-R. 

Clinic staff attempted to reach syphilis patients and con- 
tacts treated with Bicillin C-R by letter, up to three telephone 
calls, and, if necessary, telephone calls to emergency contacts 
listed on medical records. In addition, the clinic and LACDHS 
issued press releases to inform potentially affected patients and 
local health-care providers. LACDHS public health investi- 
gators attempted to reach patients whom the clinic was 
unable to locate or contact. 

A standard protocol was developed to retest and retreat all 
patients and contacts who had been treated with Bicillin C-R 


for syphilis. All patients were offered retreatment regardless of 


retesting results. Patients with a confirmed syphilis diagnosis 
were evaluated by clinic medical staff, retested with quantita- 
tive rapid plasma reagin (RPR) tests, and advised to undergo 
lumbar puncture for cerebrospinal fluid analysis if they had 
either clinical manifestations suggestive of neurosyphilis or 
evidence of treatment failure (e.g., less than a fourfold decline 
in RPR titer since initial treatment). Contacts were tested with 
a specific treponemal test, and those with a reactive test were 
managed in the same way as those with a confirmed syphilis 
diagnosis. Patients were offered retreatment with a CDC- 
recommended regimen appropriate for their stage of infection. 

As of January 26, 2005, of the 429 patients with confirmed 
syphilis, 282 (66%) were successfully contacted; 255 (59%) 


were retreated, 19 (4%) refused retreatment, and eight (2%) 
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are pending evaluation. Of those who were retreated, 19 (4%) 
underwent lumbar puncture for suspected treatment failure. 
One patient treated for syphilis with Bicillin C-R subsequently 
had neuros} philis diagnosed. Of the 234 contacts, 116 (50%) 
were successfully contacted, 98 (42%) were retested, and 15 
(6%) are pending evaluation. Of the 98 contacts who were 
retested, 22 (22%) had serologic evidence of prev ious ' philis 
infection, and 19 (19%) were retreated; three (3%) refused 
retreatment. 


Operations at the clinic were disrupted for approximately 


6 months. The clinic reassigned professional and clerical staff 


1 


to the evaluation and retreatment effort, and some clinic 
activities were postponed or canceled. In addition, LACDHS 
dedicated two public health investigators to this effort for 
nearly 4 months. 

MPH, Los Angeles Gay a 
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Editorial Note: Inadvertent use of Bicillin C-R for treatment 
of syphilis was documented in several STD programs during 
1993-1998 (4). However, its misuse in treating approximately 
660 persons in a Los Angeles clinic during January 1999 
March 2004 is the largest reported occurrence to date and 
posed considerable clinical and programmatic challenges. 
Compared with procaine penicillin G, use of BPG results 


hat are prolonged (up to 


in detectable serum concentrations t 
30 days for BPG, compared with up to 7 days for procaine 
penicillin G). Prolonged serum concentration is considered 
essential for treating syphilis effectively because sustained spi 
rocheticidal levels are required to treat the slowly reproducing 


one 
J] _ 
pallidum. 


: ] . 
agent of syphilis, 7reponema | 


Ireatment of syphilis 
with half the recommended dose of BPG might have increased 
the risk for syphilis treatment failure and neurosyphilis, par- 
ticularly among those infected with HIV (5—7). However, treat- 
ment failure and neurosyphilis can occur even with 
recommended penicillin regimens in persons with and with- 
out HIV infection (8). Therefore, whether treatment failures 
that occurred among those treated with Bicillin C-R repre- 
sent an excess over what would be expected had they been 
treated with Bicillin L-A cannot be determined without addi- 


tional data. An investigation by CDC and state and local health 


departments is assessing whether treatment failure was more 
common in patients treated with Bicillin C-R than in a simi- 
lar population treated with Bicillin L-A. Such inadvertent use 
entails discomfort and inconvenience to patients because it 
requires retesting and possible retreatment for syphilis. In 
addition, inadequate treatment of syphilis might have con- 
tributed to an increase in the local transmission of the disease. 

In May 2004, CDC contacted FDA about the inadvertent 
use of Bicillin C-R. FDA worked with CDC and King Phar- 
maceuticals to design and implement changes to the product 
labeling, including more easily visible carton-color changes to 
distinguish L-A and C-R formulations, and the warning, “not 
for the treatment of syphilis,” printed directly on syringes and 
cartons of Bicillin C-R. In November 2004, King Pharmaceu- 
ticals distributed a letter to clinicians, professional societies, and 
STD programs throughout the United States, alerting them to 
the potential for confusing Bicillin C-R with Bicillin L-A, the 
appropriate use of each formulation, changes in product labels, 
and mechanisms for reporting inadvertent use of Bicillin C-R for 
treatment of syphilis. 

Education of clinic managers, pharmacists, and providers 
in the proper use of different penicillin preparations might 
help reduce the inappropriate use of Bicillin products. Pro- 
viders, STD clinics, and pharmacies should review their prod- 
uct records and tracking systems for ordering and delivering 
penicillin treatments for syphilis. 
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Transmission of Hepatitis B Virus 
Among Persons Undergoing Blood 
Glucose Monitoring in Long-Term- 
Care Facilities — Mississippi, North 
Carolina, and Los Angeles County, 

California, 2003-2004 


Regular monitoring of blood glucose levels is an important 
component of routine diabetes care (/). Capillary blood is 
typically sampled with the use of a fingerstick device and tested 
with a portable glucometer. Because of outbreaks of hepatitis 
B virus (HBV) infections associated with glucose monitor- 
ing, CDC and the Food and Drug Administration (FDA) have 
recommended since 1990 that fingerstick devices be restricted 
to individual use (2,3). This report describes three recent out- 
breaks of HBV infection among residents in long-term—care 
LTC) facilities that were attributed to shared devices and other 
breaks in infection control practices related to blood glucose 
monitoring. Findings from these investigations and previous 
reports suggest that recommendations concerning standard 
precautions and the reuse of fingerstick devices have not been 


adhered to or enforced consistently in LTC settings (2-5). 
rhe findings underscore the need for education, training, 
adherence to standard precautions, and specific infection 
control recommendations targeting diabetes-care procedures 
in LTC settings (4-6) (Box 1) 

Che three outbreaks described in this report were all 
reported by state or local health departments to CDC, which 
provided epidemiologic and laboratory assistance. In each of 
the three LTC settings, residents were tested for serologic 
markers for HBV infection. Under the case definitions used 
in these investigations, residents who tested positive for lgM 
antibody to hepatitis B core antigen (anti-HBc) were defined 
as having acute HBV infection. Residents who tested positive 
for hepatitis B surface antigen (HBsAg) and total anti-HBc, 
but who tested negative for IgM anti-HBc, were considered 
to have chronic HBV infection. Residents who tested positive 
for total anti-HBc, but who tested negative for HBs \g, o1 
10 milli 


International Units (mIU) per milliliter were considered 


those who had antibody to HBs \g (anti-HBs) 


immune to HBV infection. Residents were considered sus 
ceptible to HBV if they had no HBV markers. A retrospective 
cohort study was performed as part of each investigation; the 
study was restricted to acutely infected and susceptible resi- 


dents to identify risk factors. In all three investigations, staft 


members were evaluated; none were identified as sources of 


infection. Medical records were reviewed and infection 
control procedures were assessed through direct observation 


and by interviews with nursing staff members. 


BOX 1. Recommended practices for preventing patient-to- 
patient transmission of hepatitis viruses from diabetes-care 
procedures in long-term—care settings 





Diabetes-care procedures and techniques 

¢ Prepare medications such as insulin in a centralized 
medication area; multidose insulin vials should be 
assigned to individual patients and labeled appropriately. 
Nev er reuse needles, syringes, or lancets. 
Restrict use of fingerstick capillary blood sampling 
devices to individual patients. 
Consider using single-use lancets that permanently 
retract upon puncture. 
Dispose of used fingerstick devices and lancets at the 
point of use in approved sharps containers. 
Assign separate glucometers to individual patients. If a 
glucometer used for one patient must be reused for 
another patient, the device must be cleaned and disin 
fected. Glucometers and other environmental surfaces 
should be cleaned regularly and whenever contamina- 
tion with blood or body fluids occurs or is suspected. 
Store individual patient supplies and equipment, such 
as fingerstick devices and glucometers, within patient 
rooms when possible. 
Keep trays or carts used to deliver medications or sup- 
plies to individual patients outside patient rooms. Do 
not carry supplies and medications in pockets. 
Because of possible inadvertent contamination, unused 
supplies and medications taken to a patient's bedside 
during fingerstick monitoring or insulin administration 
should not be used for another patient. 

Hand hygiene and gloves 

¢ Wear gloves during fingerstick blood glucose monito1 
ing, administration of insulin, and any other procedure 
involving potential exposure to blood or body fluids. 

¢ Change gloves between patient contacts and after every 
procedure that involves potential exposure to blood o1 
body fluids, including fingerstick blood sampling. 
Discard gloves in appropriate receptacles. 
Perform hand hygiene (i.e., hand washing with soap and 
water or use of an alcohol-based hand rub) immedi 


ately after removal of gloves and before touching other 


medical supplies intended for use on other patients. 











Nursing Home A, Mississippi 

During November—December 2003, the Mississippi Depart 
ment of Health received reports of two fatal cases of acute 
HBV infection among residents of nursing home A. The first 
patient with recognized symptoms of HBV infection had 
received serologic testing for viral hepatitis infection in June 


2003 as part of a hospital emergency department evaluation 
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for abdominal pain. Although this patient was found to have 
a positive test for IgM anti-HBc, indicating acute HBV infec- 
tion, and the finding was noted in the patient's chart in Sep- 
tember 2003, nursing home A did not contact the state health 
department or initiate an internal investigation. Subsequently, 
the patient died. 

In December 2003, after a second patient with acute HBV 
infection had died, and after a third with acute HBV infection 
was reported, serologic testing was performed on specimens from 
all 158 residents. Test results were available for 160 residents, 
including the two decedents; 15 (9%) had acute HBV infec- 
tion, one was chronically infected, 15 (9%) were immune, and 
129 (81%) were susceptible. Percutaneous and other possible 
exposures among residents were evaluated. Among 38 residents 
who routinely received fingersticks for glucose monitoring, 14 
had acute HBV infection, compared with one of 106 residents 
who did not receive fingersticks (relative risk [RR] = 39.0; 95% 
confidence interval [CI] = 5.3—290.0). 

Glucose monitoring of 14 residents with acute HBV infec- 
tion and the resident with chronic HBV infection was per- 
formed by staff members based at the same nursing station. 
Reviews of infection-control practices and site inspections 
indicated that each of the four nursing stations in nursing 
home A was equipped with one glucometer and one spring- 
loaded, pen-like fingerstick device. Staff members reported 
that a new end cap and lancet assembly was used for each 
fingerstick procedure; however, the spring-loaded barrel and 
glucometer were not routinely cleaned between patients. 
Investigators also observed that insulin and other multidose 
medication vials were not labeled with patient names or the 
dates the vials were opened. In an anonymous survey, several 
staff members reported observing other workers reuse a needle 
or lancet or fail to change gloves between patients. No other 


percutaneous exposures were associated with illness. 


Assisted Living Center B, Los Angeles 
County, California 


During January-February 2004, the Los Angeles County 


Department of Health Services received reports of four resi- 
dents with diabetes in assisted living center B who had acute 
HBV infection during November 2003-January 2004. 
Because these initial reports were among residents with diabe- 
tes, serologic testing was performed in January 2004 on resi- 
dents who had received fingersticks for blood glucose 
monitoring during May—December 2003. Of 22 residents 
tested (three declined), eight (36%) had acute HBV infec- 
tion, including the four residents previously identified; six 
(27%) were immune (and excluded from the analysis), and 


none had chronic infection. Reviews of patient records indi- 


cated that one of the acutely infected residents had been 
repeatedly tested at a separate hemodialysis center and had 
seroconverted to HBsAg-positive in July 2003. Of the nine 
patients who had daily exposure to fingerstick procedures per- 
formed by nursing staff, eight had acute HBV infection, com- 
pared with none among the seven residents who performed 
their own fingersticks (RR = undefined; CI = 2.8—undefined). 
Although receipt of insulin was also significantly associated 
with infection, two residents with acute HBV infection had 
not received insulin. Other percutaneous exposures (e.g., 
podiatric or dental care) were not associated with HBV 
infection. 

Fingerstick procedures were often performed by nursing staff 
members in a central living area, with diabetes patients seated 
at acommon table. Although residents had their own finger- 
stick devices, nurses reported occasionally using a pen-like 
fingerstick device barrel from their own kits to collect con- 
secutive blood samples; a single glucometer was typically used 
for all residents. Nurses reported that they were discouraged 
from wearing gloves to decrease the sense of a clinical envi- 
ronment, and hand hygiene was not performed between 


procedures. 


Nursing Home C, North Carolina 

In May 2003, a case of HBV infection in a resident of nurs- 
ing home C was reported to the North Carolina Department 
of Health. During June—July 2003, serologic testing was per- 
formed on specimens from all 192 residents; 11 (6%) had 
acute HBV infection, 16 (8%) were immune, and 165 (86%) 
were susceptible. No resident had chronic HBV infection. Of 
45 residents who received fingersticks for glucose monitor- 
ing, eight (18%) had acute HBV infection, compared with 
three (3%) of 117 residents without this exposure (RR = 6.9; 
Cl = 1.9-25.0). After data were controlled for fingerstick 
exposures, acute HBV infection was not associated with other 
percutaneous exposures (e.g., insulin injections, podiatry pro- 
cedures, or phlebotomy). Two diabetes patients at nursing 
home C who were potential sources of the outbreak were iden- 
tified retrospectively; one had clinical symptoms of hepatitis 
B and serologic markers of acute infection during 2002, 
whereas the other had chronic HBV infection and died in 
February 2002. 

Interviews with staff and direct observation of glucose- 
monitoring practices revealed that only single-use lancets were 
used, and insulin vials were not shared among patients. How- 
ever, on each wing of the facility, a single glucometer was used 
for all patients receiving fingersticks; glucometers were not 
routinely cleaned between patients. On some days, a single 


health-care worker performed approximately 20 fingerstick 








222 MMWR 


March 11, 2005 





procedures during a single work shift. In an anonymous sur- 
vey, nursing staff members indicated that some health-care 
workers did not always change gloves between patients when 
performing fingerstick procedures. 

Reported by: R Webb, MD, M Currier, MD, ] Weir, KM McNeill, 
MD, Mississippi Dept of Health. E Bancroft, MD, D Dassey, MD, 
|] Maynard, D Terashita, MD, Los. lnge les County Dept of Health Svcs, 
California. K Simeonsson, MD, A Chelminski, ] Engel, MD, North 
Carolina Dept of Health and Human Svcs. ]F Perz, DrPH, AE Fiore, 
MD, IT Williams, PhD, BP Bell, MD, Div of Viral Hepatitis, National 
Center for Infectious Diseases; | Harrington MD, C Wheeler, MD, 
EIS officers, CD¢ 

Editorial Note: Lack of adherence to standard precautions 
and failure to implement long-standing recommendations 
against sharing fingerstick devices place LT( residents at risk 
for acquiring infections from bloodborne pathogens such as 
HBV (2,3,7). In nursing home A, the spring-loaded barrel of 
a fingerstick device was used for multiple patients. Previous 
outbreaks have been linked to such devices when the plat- 
form of barrel supporting the disposable lancet was reused for 
multiple patients, when used lancets were stored with unused 
lancets, or when lancet caps were reused (2,3; CDC, unpub- 
lished data, 1999). In assisted living center B, nursing staff 
members routinely administered fingersticks without wear- 
ing gloves or performing hand hygiene between patients, and 
spring-loaded fingerstick devices were also occasionally shared. 

In nursing home C, as with other recent outbreaks (8; CD¢ 

unpublished data, 2002), transmission of HBV among resi- 
dents with diabetes occurred despite use of single-use 
fingerstick devices or insulin medication vials that were dedi 
cated for individual patient use. In these settings, glucose 
monitors, insulin vials, or other surfaces contaminated with 
blood from an HBV-infected person might have resulted in 
transfer of infectious virus to a health-care worker's gloves and 
to the fingerstick wound or subcutaneous injection site of a 
susceptible resident. Similar indirect transmission of HBV in 
health-care settings through contaminated environmental sur- 
faces or inadequately disinfected equipment has been reported 
with other health-care procedures, such as dialysis (6,9). HBV 
is stable at ambient temperatures; infected patients, who 
often lack clinical symptoms of hepatitis, can have high con- 
centrations of HBV in their blood or body fluids (6). To pre- 
vent patient-to-patient transmission of infections through 


cross-contamination, health-care providers should avoid car- 


% : 
rying supplies from resident to resident and avoid sharing 


devices, including glucometers, among residents. 

[he risk for patient-to-patient transmission of HBV infec- 
tion can be reduced by implementing specific prevention mea- 
sures (Boxes | and 2). LTC staff often perform numerous 


percutaneous procedures; frequent blood glucose monitoring 


BOX 2. Recommended medical management, training, and 
oversight measures to prevent patient-to-patient transmission 
of hepatitis viruses from diabetes-care procedures in long- 
term-care settings 





¢ Regularly review patient schedules for fingerstick blood 
glucose sampling and insulin administration and reduce 
the number of percutaneous procedures to the mini- 
mum necessary for appropriate medical management 
of diabetes and its complications. 
Ensure that adequate staffing levels are maintained to 
perform all scheduled diabetes-care procedures, includ- 
ing fingerstick blood glucose monitoring. 
Consider diagnosis of acute viral hepatitis infection in 
patients with illness that includes hepatic dysfunction 
or elevated liver transaminases (serum alanine ami- 
notransferase and aspartate aminotransferase). 
Provide a full hepatitis B vaccination series to all previously 
unvaccinated staff members with exposure to blood or body 
fluids. Check and document postvaccination titers 1—2 
months after completion of the vaccination series. 
Establish responsibility for oversight of infection- 
control activities. Investigate and report any suspected 
case of newly acquired bloodborne infection. 
Require staff members to know standard precautions 
and demonstrate proficiency in taking these precautions 
with procedures involving potential blood or body fluid 
exposures. 
Provide staff members who perform percutaneous proce- 
dures with infection-control training that includes prac- 
tical demonstration of aseptic techniques and instruction 
regarding reporting exposures or breaches. Conduct 
annual retraining of all staff members who perform pro- 
cedures with exposure to blood or body fluids. 
Assess compliance with infection-control recommenda- 
tions (e.g., hand hygiene or glove changes) by periodic 


observation of staff and tracking use of supplies. 











increases opportunities for bloodborne pathogen transmission. 
Che outbreak investigations reported here identified residents 
with diabetes who received fingersticks from nursing staff 
members as often as four times per day, according to their 
physician's routine orders, despite having consistently normal 
glucose levels. Expert panels have concluded that approxi- 
mately 8 years are needed before the benefits of glycemic con 

trol result in reductions in microvascular complications (/, /0). 
In LTC settings, schedules for fingerstick blood sampling of 
individual patients should be reviewed regularly to reduce the 
number of percutaneous procedures to the minimum neces- 
sary for their appropriate medical management. In each of 


the investigations described in this report, implementation of 
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infection-control measures (Boxes 1 and 2) was recommended, 
along with follow-up serologic testing for markers of HBV. 
An estimated 70,000—80,000 HBV infections occur each 
year in the United States. Most of these infections occur among 
young adults with behavioral risk factors (i.e., sexual contact 
and injection-drug use); these adults should receive hepatitis 
B vaccine. Preventing transmission of HBV among patients 
in long-term—care settings requires adherence to recommended 
infection-control practices and prompt response to identified 
instances of transmission. Routine hepatitis B vaccination o1 
screening of LTC residents is not recommended. In the out 
breaks described in this report, initial cases were not identi- 
fied or investigated in a timely fashion, resulting in missed 
opportunities to correct deficient practices and interrupt trans- 
mission. Evidence of acute viral hepatitis in any LTC resident 
should prompt a thorough investigation. For a case involving 
a resident with diabetes, fingerstick blood sampling proce- 
dures and insulin administration should receive particular scru- 
tiny. Health departments should encourage reporting of such 
cases and offer assistance in identifying the source of infec 
tion. CDC continues to support investigations in LTC and 
other health-care settings and is working toward improved 
implementation of the infection-control recommendations 


described in this report. 
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Salmonellosis Associated 
with Pet Turtles — Wisconsin 
and Wyoming, 2004 


Salmonellosis associated with small pet turtles in the United 
States was a major public health concern in the 1970s (/). In 
1975, the Food and Drug Administration (FDA) banned com- 
mercial distribution of small turtles (i.e., those with a cara- 
pace of <4 inches) (2). The FDA ban prevents an estimated 
100,000 cases of salmonellosis among children each year (3). 
However, a recent resurgence in the sale of small turtles has 
generated concern. In Wisconsin and Wyoming, at least six 
human cases of salmonellosis have been linked to such turtles. 
his report describes the investigation into those cases. The 
findings underscore the need for health and environmental 
officials to prevent illegal distribution of small turtles and 
consider patient contact with turtles when investigating 


salmonellosis Cases. 


Wisconsin 


Case 1. While vacationing with her family in Wisconsin in 
late July 2004, a Kansas girl aged 4 years was taken to an 
emergency department with diarrhea and fever of 4 days’ 
duration. Her mother was instructed to keep the child on a 
clear liquid diet until the diarrhea ceased, and the child was 
released. The next day, the patient was taken to an urgent- 
care clinic for treatment of bloody diarrhea, cramps, and fever. 
Stool cultures yielded Sa/monella enterica serotype Pomona, a 
rare serotype. The child was placed on a 3-day course of 
trimethoprim/sulfamethoxazole, and the illness resolved after 
5 days. 

Epidemiologic investigation by the Wisconsin Division of 
Public Health (WDPH) determined that the family had pur- 
chased a small turtle at a souvenir shop (store A) in northwest 
Wisconsin. Warned by the public health nurse of the possible 
link between the turtle and the child’s illness, the family 
removed the turtle, so the animal was not available for testing. 

Cases 2 and 3. In July 2004, a boy aged 2 years was taken 


to his physician with watery diarrhea and fever of 4 days’ 
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procedures during a single work shift. In an anonymous sur- 
vey, nursing staff members indicated that some health-care 
workers did not always change gloves between patients when 
performing fingerstick procedures. 
Reported by: Rk Webb, MD, M Currier, MD, ] Weir, KM Me Neill, 
MD, Mississippi Dept of Health. E Bancroft, MD, D Dassey, MD, 
] Maynard, D Terashita, MD, Los Ange les County) Dept of Health Svcs, 
California. K Simeonsson, MD, A Chelminski, ] Engel, MD, North 
Carolina Dept of Health and Human Sves. JF Perz, DrPH, AE Fiore, 
MD, IT Williams, PhD, BP Bell, MD, Div of Viral Hepatitis, National 
Center for Infectious Diseases; T Harrington, MD, C Wheeler, MD, 
EIS officers, CD 
Editorial Note: Lack of adherence to standard precautions 
and failure to implement long-standing recommendations 
against sharing fingerstick devices place LTC residents at risk 
for acquiring infections from bloodborne pathogens such as 
HBV (2,3,7). In nursing home A, the spring-loaded barrel of 
a fingerstick device was used for multiple patients. Previous 
outbreaks have been linked to such devices when the plat 
form or barrel supporting the disposable lancet was reused for 
multiple patients, when used lancets were stored with unused 
lancets, or when lancet caps were reused (2,3; CDC, unpub 
lished data, 1999). In assisted living center B, nursing staff 
members routinely administered fingersticks without wear- 
ing gloves or performing hand hygiene between patients, and 
spring-loaded fingerstick devices were also occasionally shared. 

In nursing home C, as with other recent outbreaks (8; CD¢ 
unpublished data, 2002), transmission of HBV among resi- 
dents with diabetes occurred despite use of single-use 
tingerstick devices or insulin medication vials that were dedi- 
cated for individual patient use. In these settings, glucose 
monitors, insulin vials, or other surfaces contaminated with 
blood from an HBV-infected person might have resulted in 
transfer of infectious virus to a health-care worker's gloves and 
to the fingerstick wound or subcutaneous injection site of a 
susceptible resident. Similar indirect transmission of HBV in 
health-care settings through contaminated environmental su 
faces or inadequately disinfected equipment has been reported 
with other health-care procedures, such as dialysis (6,9). HBV 
is stable at ambient temperatures; infected patients, who 
often lack clinical symptoms of hepatitis, can have high con 
centrations of HBV in their blood or body fluids (6). To pre- 
vent patient-to-patient transmission of infections through 
cross-contamination, health-care providers should avoid cat 
rying supplies from resident to resident and avoid sharing 
devices, including glucometers, among residents. 

lhe risk for patient-to-patient transmission of HBV infec 
tion can be reduced by implementing specific prevention mea- 
sures (Boxes | and 2). LTC staff often perform numerous 


percutaneous procedures; frequent blood glucose monitoring 


BOX 2. Recommended medical management, training, and 
oversight measures to prevent patient-to-patient transmission 
of hepatitis viruses from diabetes-care procedures in long- 
term-—care settings 





¢ Regularly review patient schedules for fingerstick blood 
glucose sampling and insulin administration and reduce 
the number of percutaneous procedures to the mini- 
mum necessary for appropriate medical management 
of diabetes and its complications. 
Ensure that adequate staffing levels are maintained to 
perform all scheduled diabetes-care procedures, includ- 
ing fingerstick blood glucose monitoring. 
Consider diagnosis of acute viral hepatitis infection in 
patients with illness that includes hepatic dysfunction 
or elevated liver transaminases (serum alanine ami- 
notransferase and aspartate aminotransferase). 
Provide a full hepatitis B vaccination series to all previously 
unvaccinated staff members with exposure to blood or body 
fluids. Check and document postvaccination titers 1—2 
months after completion of the vaccination series. 
Establish responsibility for oversight of infection- 
control activities. Investigate and report any suspected 
case of newly acquired bloodborne infection. 
Require staff members to know standard precautions 
and demonstrate proficiency in taking these precautions 
with procedures involving potential blood or body fluid 
exposures. 
Provide staff members who perform percutaneous proce- 
dures with infection-control training that includes prac- 
tical demonstration of aseptic techniques and instruction 
regarding reporting exposures or breaches. Conduct 
annual retraining of all staff members who perform pro- 
cedures with exposure to blood or body fluids. 
Assess compliance with infection-control recommenda- 


tions (e.g., hand hygiene or glove changes) by periodic 


observation of staff and tracking use of supplies. 











increases opportunities for bloodborne pathogen transmission. 
lhe outbreak investigations reported here identified residents 
with diabetes who received fingersticks from nursing staft 
members as often as four times per day, according to their 
physician's routine orders, despite having consistently normal 
glucose levels. Expert panels have concluded that approxi- 
mately 8 years are needed before the benefits of glycemic con- 
trol result in reductions in microvascular complications (/, /0). 
In LTC settings, schedules for fingerstick blood sampling of 
individual patients should be reviewed regularly to reduce the 
number of percutaneous procedures to the minimum neces- 
sary for their appropriate medical management. In each of 


the investigations described in this report, implementation of 
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infection-control measures (Boxes 1 and 2) was recommended, 
along with follow-up serologic testing for markers of HBV. 
An estimated 70,000-80,000 HBV infections occur each 
year in the United States. Most of these infections occur among 
young adults with behavioral risk factors (i.e., sexual contact 
and injection-drug use); these adults should receive hepatitis 
B vaccine. Preventing transmission of HBV among patients 
in long-term—care settings requires adherence to recommended 
infection-control practices and prompt response to identified 
instances of transmission. Routine hepatitis B vaccination or 
screening of LTC residents is not recommended. In the out- 
breaks described in this report, initial cases were not identi- 
fied or investigated in a timely fashion, resulting in missed 
opportunities to correct deficient practices and interrupt trans- 
mission. Evidence of acute viral hepatitis in any LTC resident 
should prompt a thorough investigation. For a case involving 
a resident with diabetes, fingerstick blood sampling proce- 
dures and insulin administration should receive particular scru- 
tiny. Health departments should encourage reporting of such 
cases and offer assistance in identifying the source of infec- 
tion. CDC continues to support investigations in LTC and 
other health-care settings and is working toward improved 
implementation of the infection-control recommendations 


described in this report. 
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Salmonellosis Associated 
with Pet Turtles — Wisconsin 
and Wyoming, 2004 


Salmonellosis associated with small pet turtles in the United 
States was a major public health concern in the 1970s (/). In 
1975, the Food and Drug Administration (FDA) banned com- 
mercial distribution of small turtles (i.e., those with a cara- 
pace of <4 inches) (2). The FDA ban prevents an estimated 
100,000 cases of salmonellosis among children each year (3). 
However, a recent resurgence in the sale of small turtles has 
generated concern. In Wisconsin and Wyoming, at least six 
human cases of salmonellosis have been linked to such turtles. 
his report describes the investigation into those cases. The 
findings underscore the need for health and environmental 
officials to prevent illegal distribution of small turtles and 
consider patient contact with turtles when investigating 


salmonellosis cases. 


Wisconsin 

Case 1. While vacationing with her family in Wisconsin in 
late July 2004, a Kansas girl aged 4 years was taken to an 
emergency department with diarrhea and fever of 4 days’ 
duration. Her mother was instructed to keep the child on a 
clear liquid diet until the diarrhea ceased, and the child was 
released. The next day, the patient was taken to an urgent- 
care clinic for treatment of bloody diarrhea, cramps, and fever. 
Stool cultures yielded Salmonella enterica serotype Pomona, a 
rare serotype. The child was placed on a 3-day course of 
trimethoprim/sulfamethoxazole, and the illness resolved after 
5 days. 

Epidemiologic investigation by the Wisconsin Division of 
Public Health (WDPH) determined that the family had pur- 
chased a small turtle at a souvenir shop (store A) in northwest 
Wisconsin. Warned by the public health nurse of the possible 
link between the turtle and the child’s illness, the family 
removed the turtle, so the animal was not available for testing. 

Cases 2 and 3. In July 2004, a boy aged 2 years was taken 


to his physician with watery diarrhea and fever of 4 days’ 
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duration. Twelve days later, his mother had onset of diarrhea 
and fever. The physician counseled the patients; neither 
patient was treated and both recovered completely. 

Cultures of stool samples from both patients yielded 
S. Pomona. Epidemiologic investigation by WDPH deter- 
mined that the family had recently purchased small turtles at 
a souvenir shop (store B) in south-central Wisconsin. The fam- 
ily provided water specimens obtained from the turtle habi- 
tat; these were cultured and yielded S$. Pomona. The three 
patient isolates from cases 1, 2, and 3 and water from the 
turtle habitat were tested by pulsed-field gel electrophoresis 
(PFGE) at the Wisconsin State Laboratory of Hygiene and 
produced indistinguishable PFGE patterns with two differ 
ent restriction enzymes. 

Case 4. In August 2004, a boy aged 10 years was taken to 
an urgent-care clinic with a 3-day history of diarrhea and vom- 
iting. He was hospitalized for 3 days and treated with antibi- 
otics, after which a stool specimen was obtained for culture; 
no pathogenic organisms could be isolated. He subsequently 
had no symptoms for several months. In November 2004, he 
was taken to an urgent-care facility after a 2-day history of 
diarrhea and vomiting and was hospitalized for 3 days. 

Stool specimens for culture yielded S$. Pomona, with a 
PFGE pattern indistinguishable from those of the three 
patient isolates and turtle water obtained in cases 1, 2, and 3 
when using one enzyme (Xéal) and with a two-band difter 
ence when using a second enzyme (Bil). Despite negative 
cultures of stool specimens obtained | month after hospital 
discharge, the child continued tO have occasional loose, 
mucoid stools as of January 2005. 

An epidemiologic investigation by WDPH determined that 
the family had purchased a small turtle from a souvenir shop 
during a vacation to south-central Wisconsin in late July 2004; 
the mother could not recall the name of the store. A week 
after the first hospitalization, the boy heard media coverage 
about a link between a pet turtle and an ill child. Consequently, 
the boy released the turtle into a neighborhood creek. Thus, 
neither the turtle nor its habitat were available for testing. 

Public Health Response. In July 2004, WDPH began 
receiving reports that small turtles were being sold or given 
away with purchase in several tourist destinations in Wiscon- 
sin. WDPH sent a letter to all local health departments on 
August 5 to alert them to this potential health threat and asked 
local public health officials to stop the distribution of turtles 
in their jurisdictions. Local health officers were also asked to 
determine whether patients with salmonellosis had any con 
tact with reptiles, specifically turtles, and to provide educa 
tion for reptile owners. WDPH subsequently learned that at 


least six souvenir shops in four Wisconsin counties were dis 


tributing turtles. The public health alert and subsequent 
media coverage yielded at least three cases (including case 4) 
of Salmonella intection reported in young children who had 
recently purchased small turtles at Wisconsin tourist destina- 
tions. The two most recent cases had onset dates in February 
2005 and are under investigation. 

When PFGE analysis indicated that patterns from the 
patient and turtle isolates associated with the first three Wis- 
consin cases were indistinguishable, WDPH issued a press 
release on August 18, 2004, that identified the link between 
human cases of disease and contact with pet turtles. The 
release also provided information on safe handling of these 
animals and suggested options for surrendering the turtles if 
owners chose not to keep them. 

Once informed of the FDA ban by local health departments, 


most Wisconsin retailers immediately discontinued selling 


— 
c 


small turtles, including stores A and B. One retailer refused to 


comply, stating that his turtles were free of Sa/monella and 
that he was distributing them for educational purposes only, 
which was permissible under the FDA ban. The retailer pro- 
duced a report from a private laboratory indicating that cul- 
tures of cloacal swabs obtained from 60 of a source batch of 
10,000 turtles were negative for Sa/monella; the retailer claimed 
to be distributing turtles that originated solely from this batch 
Local health officials informed the retailer that, because of the 
intermittent nature of bacterial shedding, the results did not 
ensure that all of the turtles were free of Sa/monella and that 
their distribution was illegal, regardless of their carrier status 
Che retailer refused to comply with the order from the local 
health department and continued to distribute the animals. 
WDPH issued an emergency order on August 19 directing 
him to terminate any public distribution of small turtles. 

Che retailer contacted a laboratory that agreed to test the 
turtles and submitted samples from six of his turtles. Cloacal 
swabs from one turtle yielded a mixture of S. Pomona and 
S. enterica serotype [lb 60:r:z (subspecies diarizonae); only 
S. IIb 60:r:z was isolated from the other five turtles. PFGI 
analysis of the S. Pomona isolate yielded a one-band differ 
ence using the first enzyme (Xdal) and was indistinguishable 
from the second enzyme (B/ul) pattern of cases 1, 2, and 3. 
he retailer stopped distributing turtles on August 24 and 
returned the remaining animals to the supplier. 

When specimens from the patient in case 4 were tested in 
November 2004, the banding pattern of the PFGE supported 
an epidemiologic link among all four patients. Although slight 
differences existed in the banding pattern between this last 
patient and the cloacal sample from the turtle, epidemiologic 
and laboratory evidence supported the conclusion that the 


illnesses in all four cases were the result of contact with turtles. 
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Wyoming 

Case 1. In July 2004, a woman aged 80 years from central 
Wyoming visited her health-care provider with a 5-day his- 
tory of fever, severe diarrhea, and increased urinary frequency. 
Cultures of urine, feces, and blood all yielded S. enterica sero- 
type Typhimurium. The patient was hospitalized for 5 days, 
then discharged to a transitional care unit for an additional 9 
days. She received intravenous (IV) antibiotics for 10 days 
during her stay in the hospital and transitional care unit. At 
the time of discharge, her condition had improved. 

Investigation by the Casper-Natrona County Health 
Department (CNCHD) determined that the woman lived 
with her daughter and the extended family owned a turtle, 
but the woman had no known direct contact with the turtle. 
However, the turtle bowl was cleaned in the family kitchen 
sink. Cultures of environmental samples obtained from the 
turtle habitat grew S. Typhimurium. PFGE patterns of envi- 
ronmental and patient isolates tested at the Wyoming Public 
Health Laboratory were indistinguishable. 

Case 2. In August 2004, a boy aged 6 years from west- 
central Wyoming visited his health-care provider with a 3-day 
history of nausea, diarrhea, and vomiting. On clinical exami- 
nation, he had a temperature of 102.8 F (39.3 C) and pain in 
the upper right abdominal quadrant. He was admitted to a 
community hospital, where IV fluids and antibiotics were 
administered. Blood cultures were negative, but a stool sample 
yielded S. Typhimurium. 

Wyoming Department of Health staff visited the boy's home 
7 days after illness onset. His mother reported that the family 
owned two pet turtles. The boy was allowed to handle the 
turtles, but his mother fed them and cleaned their aquarium 
because she was aware of the risk for Sa/monella infection. 

Specimens for culture were obtained from the turtles and 
their living environment. All samples yielded S. Typhimurium 
and were indistinguishable from the patient's sample by PFGE. 
lhe samples did not match the patterns of those from case 1. 

Both turtles had been purchased from the same pet store (store 
C), which had been contacted by CNCHD on two previous 
occasions regarding its illegal sale of turtles. The pet store in- 
formed CNCHD that the turtles were being used solely fot 


educational purposes. After investigating the two cases of 


human salmonellosis, CNCHD confiscated the remaining 


turtles from store C. CNCHD publicized this event to discour- 
age future sales of small turtles and to inform the public about 
the risk for salmonellosis. The Wyoming Department of Health 
plans to mail an informational packet about reptiles and 
Salmonella to all pet stores in the state in summer 2005. 

Reported by: B Sa/na, MS, Columbia County Div of Health, Portag 


/ Vionso 


¢ 


MS, T Kurzynski, MS, K Gundlach, Wisconsin Stat 


Laboratory of Hygiene; PE Fox, DVM, ] Kazmierczak, DVM, M Wegner, 
MD, JP Davis, MD, Wisconsin Dept of Health and Family Svcs. 
R Harrington, MS, M Dowell, MD, R Heald, Casper-Natrona Count 
Health Dept, Casper; R Harris, PhD, W Manley, MS, W yoming Public 
Health Laboratory; ] Snow, DVM, A Heryford, MS, S Seys, MPH 
Wyoming Dept of Health. 
Editorial Note: Sa/monella infections usually result in a mild, 
self-limiting gastroenteritis but can also lead to severe invasive 
illness, such as septicemia or meningitis, especially in infants 
and immunocompromised persons (4). Reptiles are a well- 
recognized source of human salmonellosis, maintaining fecal 
carriage rates of Salmonella of >90% (5). Contact with rep- 
tiles and amphibians accounts for an estimated 74,000 (6%) 
of the approximately 1.2 million sporadic human Salmonella 
infections that occur annually in the United States (6). 
hese cases highlight the need for local health and environ- 
mental officers to be aware that illegal distribution of small turtles 
might be widespread. Additional sales of small turtles were 
reported in South Carolina and Texas in recent years. Investiga- 
tors in both Wisconsin and Wyoming discovered that many 
retailers were aware of the FDA ban but attempted to circum- 
vent it by giving turtles away with purchase of a turtle habitat 
or by claiming that turtles were being distributed for educa- 
tional purposes only. Although the FDA ban does have an 
exemption for bona fide scientific, educational (i.e., sale to an 
educational institute or organization, not to a family for a 
child's educational benefit), or exhibitional purposes, other 
than use as pets, verifiable documentation of such use must 
be associated with the sale. Furthermore, the auction or raffle 
of turtles over the Internet or free distribution of turtles with 
purchase of a turtle habitat constitute instances of sale, offering 
for sale, or offering for public distribution. Such practices are 
banned under 21 CFR 1240.62 (2). 

Successful management of turtle-associated salmonellosis 
requires public health investigations to incorporate laboratory, 
epidemiologic, environmental health, and policymaking com- 
ponents. When investigating cases of salmonellosis, health 
officials should consider patient contact with reptiles and take 
action to ensure that vendors and stores do not distribute small 
turtles illegally. Additional information about safe ownership 
of reptiles is available at http://ww w.cdc.gov /healthypets/ani- 


mals/reptiles. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Average Length of Hospital Stay for Persons with Hip Fractures’, 
by Year — United States, 1990-2003 


M excluding fractures coded as 733.1, pat 


During 1990-2003, the average length of stay in the hospital for hip fractures declined 49% 
In 


1 1990, the estimated 281 ,000 patients hospitalized for hip fractures had an average hospital 


stay of 12.8 days. In 2003, the estimated 304,000 patients with hip fractures had an average 
hospital stay of 6.5 days 


SOURCE: National Hospital Discharge Survey (NHDS), annual files 
nttp://WWww.cCdc.gov 


1990-2003. Available at 
nchs/about/major/hdasd/nhds.htm 
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Lead Poisoning Associated 
with Use of Litargirio — 
Rhode Island, 2003 


Lead can damage the neurologic, hematologic, and renal 
systems (/). Deteriorated leaded paint in older housing 
remains the most common source of lead exposure for chil- 
dren in the United States; however, other lead sources increas- 
ingly are recognized, particularly among certain racial/ethnic 

? 


populations (2). In 2003, the Rhode Island Department of 


Health (RIDOH) recognized litargirio (also known as lith- 
arge or lead monoxide), a yellow or peach-colored powder 
used as an antiperspirant/deodorant and a folk remedy in the 
Hispanic community, as a potential source of lead exposure 
for Hispanic children. This report summarizes a case investi- 
gation of elevated blood lead levels (BLLs >10 yg/dL) associ- 
ated with litargirio use among two siblings in Rhode Island, 
the public health action taken, and a survey of parents/guard- 
ians in three pediatric clinics in Providence, Rhode Island, to 


assess litargirio use. Findings underscore the importance of 


follow-up of elevated BLLs and thorough investigation to iden- 
tify all lead sources. 


Case Report 

In May 2003, RIDOH and the Health & Education Lead- 
ership for Providence (HELP) Lead Safe Center investigated 
unexplained increases in BLLs in twin Hispanic boys aged 
7 years (twins A and B). Annual BLL screenings for the twins 
since age 9 months were not elevated until June 2001, when 
twins A and B had elevated BLLs of 14 yg/dL and 15 yeg/dL, 
respectively. Twin A’s BLL increased to 42 ywg/dL in May 
2003, despite completed remediation of interior lead paint 
hazards in their home in June 2002 and of exterior lead haz- 
ards in May 2003, and provision of parental education about 
lead poisoning. Similarly, twin B’s BLL increased to 26 yg/dL 
during the same period. In contrast, their younger brother's 
initial elevated BLL of 17 ywg/dL in August 2001, at age 
9 months, decreased to 8 wg/dL by November 2002. 


In May 2003, RIDOH and HELP Lead Safe Center staff 


conducted a home inspection, which detected litargirio in a 
small glass jar in the bedroom of the twins, who used the 
substance as an antiperspirant/deodorant. The youngest 
brother did not use litargirio and had a separate bedroom. 
After the litargirio tested positive for lead by a sodium rhodizo- 
nate field test, all litargirio was removed from the home, and 
a sample was sent to the state laboratory for confirmatory 
lead testing. The litargirio sample contained 790,000 parts 
per million (ppm) (79%) lead. Follow-up BLLs decreased for 


twin A (27 yg/dL in June, 22 ywg/dL in August, and 13 yg/dL 


in November) and twin B (22 yg/dL in June, 17 yeg/dL in 
August, and 9 yg/dL in November). 

The twins’ visiting grandmother from the Dominican 
Republic had introduced litargirio into their home and also 
had given it to the family of their two female cousins, aged 
1 and 5 years. In June 2002, the older girl had a BLL of 24 g/dL, 
and the younger girl had a BLL of 32 yg/dL. Previous annual 


BLL screenings for the older girl were not elevated. In July 2002, 


after a home inspection revealed lead paint hazards, their par- 


ents implemented lead hazard control measures. However, the 
girls BLLs increased to 29 yg/dL and 44 yg/dL, respectively, by 
January 2003. The older sister used litargirio sporadically until 
the family ran out of the product in January 2003, after which 
her BLLs decreased to 20 yg/dL in March, 15 g/dL in April, 
and 7 yg/dL in November. Although the younger girl had not 
used litargirio, she shared a bedroom with her older sister and 
likely ingested litargirio residue on various surfaces through 
hand-to-mouth activity. Her BLLs also decreased to 33 yg/dL 
in March, 29 yg/dL in April, and 16 wg/dL in November after 


her sister discontinued using litargirio. 


Public Health Action 


Litargirio is available locally in botanicas (i.e., shops selling 
herbs) and bodegas (i.e., grocery stores) located in Hispanic 
communities. It is manufactured and/or packaged by labora- 
tories in the Dominican Republic and sold in small, clear, 
plastic packets labeled “litargirio” (Figure). A litargirio sample 
purchased by RIDOH staff from a local botanica contained 
360,000 ppm (36%) lead. 

RIDOH issued a statewide health alert on June 30, 2003, 
warning the public to stop using litargirio and advising preg- 
nant and nursing women and children who used this product 
to obtain a BLL test. The media provided coverage in both 
English and Spanish. RIDOH notified CDC and the Food 
and Drug Administration (FDA) about the litargirio cases and, 


FIGURE. Packages of litargirio, a yellow or peach-colored 
powder, used as an antiperspirant/deodorant and a folk 





remedy in the Hispanic community 
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on October 2, FDA issued a warning to consumers about 


litargirio. RIDOH notified the Dominican Republic Secre- 
tary of Public Health about the high levels of lead in litargirio 


imported from the Dominican Republic. 


Survey 


lo assess litargirio use in the Hispanic community in Provi- 
dence, RIDOH and CDC conducted a convenience survey 
of parents/guardians in three hospital-based pediatric clinics 
over a 2-week period (weekdays) during January—February 
2004. Hospital A (a pediatric clinic and pediatric dental clinic) 
was surveyed during January 5—9 and 12-16. Hospital B 
(a pediatric clinic) was surveyed during February 9-13 and 
17-20. All parents/guardians were approached to determine 
whether they were eligible for the survey (i.e., considered them- 
selves Hispanic, were a parent/guardian, lived with a child, 
and were aged >18 years). A screening questionnaire was 
administered to 1,025 persons; 599 (58%) were deemed 
eligible. Of those eligible, 584 (98%) participated in the sur- 
vey. Among participants, 157 (27%) had heard about litargirio; 
of those, 134 (85%) were Dominicans. Among the 134 
Dominican participants who had heard about litargirio, the 
majority (104 [78%]) heard about it as a tradition from their 
country of origin. Of the 40 participants with a personal or 
family history of litargirio use, 38 (95%) were Dominicans 
who typically used the substance while growing up in the 
Dominican Republic. 

No Dominican participants reported current or recent pet 
sonal use of litargirio. Furthermore, no study participant 
reported using litargirio before or after the health alert. No 
additional cases of litargirio-associated lead poisoning have 
been reported to RIDOH or CD¢ 
Reported by: D Silva, Health & Education Leadership for | 
HELP) Lead Safe Cente Hospital Lea 
ce HELP Lead Safe Center, Providence; R Aglione, M Ang 
C Brackett, W Dundulis, MS, Rhode Island Dept of Healt it 
I National ( €nte) 


Environmental Healti NV ki ye MD, EIS Officer, CD¢ 


/ lourangeau XZ Joseph 


j y 
mergency and Environmental Health Sves 


Editorial Note: Litargirio is used in the manufacture of bat 
teries, glass, and ceramics; in the vulcanizing of rubber; and as 
a paint pigment (3—5). Dominicans, particularly those from 
rural areas, use it as an antiperspirant/deodorant and as a tra- 
ditional remedy for burns and fungal infections of the feet. 
lhis report, the first to describe lead poisoning associated with 
use of litargirio, demonstrates how a thorough investigation 
of elevated BLLs led to the discovery of litargirio, a previously 
unreported source of lead exposure. 

Although deteriorated leaded paint in older housing remains 


the main source of childhood lead exposures, other sources should 


be considered, particularly when a child’s elevated BLL does not 
respond to remediation of residential lead paint hazards. As 
described in this report, the BLLs of the twins’ youngest brother 
decreased after residential lead paint hazards were remediated, 
but the twins’ BLLs continued to increase, suggesting exposure 
to a different lead source. BLL elevations during or immediately 
after remediation or abatement are uncommon in Rhode Island 
because of strict control of the process. 

Certain racial/ethnic populations at risk for lead exposure 
through use of traditional or folk remedies (6-9) might fail to 
disclose use of these products when asked about use of “tradi- 
tional or folk remedies,” rather than by product name. In this 
report, the twins’ mother repeatedly denied use of “traditional 
or folk remedies” because she considered litargirio an ordi- 
nary product (i.e., deodorant), not a remedy. RIDOH now 
inquires specifically about use of litargirio when visiting His- 
panic families of children with elevated BLLs. 

Data regarding dermal absorption of inorganic lead com- 
pounds in humans is limited but reportedly substantially lower 
than absorption through inhalation or ingestion (/). Although 
litargirio was applied to the skin of these children, most of the 
product probably was ingested through hand-to-mouth 
behavior after contact with the product or with contaminated 
surfaces. Twin A, who had the higher BLL, sucked his thumb, 
supporting this premise. 

lhe findings from the convenience survey are subject to at 
least two limitations. First, the survey sampled only persons 
seeking pediatric care at the three pediatric clinics; therefore, 
the results might not be generalizable to all Hispanic commu- 
nities in Rhode Island. Second, health warnings about the use 
of litargirio might have biased participant responses and 
underestimated the prevalence of litargirio use. However, to 
minimize participant bias, Hispanic interviewers conducted 
the survey and collected no identifiers. 

he survey results suggest that the prevalence of litargirio 
use in Rhode Island was minimal. Later attempts by RIDOH 
staff to purchase litargirio from botanicas or bodegas failed to 
locate any litargirio. Because of these findings, RIDOH took 
no further action. Conversely, in New York City (NYC), the 
NYC Department of Health and Mental Hygiene was able to 
purchase litargirio from five of eight botanicas visited in NYC 
after learning about the Rhode Island litargirio cases. One of 
the five litargirio samples tested contained lead (430,000 ppm 
[43%] lead). A public warning was issued, and botanica own- 
ers were required to remove all litargirio from their stores. 
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Notice to Readers 


Surgeon General’s Advisory 
on Alcohol Use in Pregnancy 


In February 2005, the U.S. Surgeon General issued an 
Advisory on Alcohol Use in Pregnancy to raise public aware- 
ness about this important health concern. Research demon- 
strates that prenatal alcohol exposure can result in a spectrum 
of birth defects that can affect a child’s growth, appearance, 
cognitive development, and behavior (/,2). Fetal alcohol spec- 
trum disorders are preventable if a woman abstains from drink- 
ing alcohol while pregnant. 

In 2003, approximately 10% of pregnant women reported 
alcohol use, with 4% of them reporting binge drinking (3). 
In addition, nearly 55% of women who might become preg- 


nant report drinking alcohol, and more than 12° 


0 report binge 
drinking (4). Because approximately 50% of pregnancies are 
unplanned, prevention efforts should target not only preg- 
nant women and women planning a pregnancy but also 
women of childbearing age who are sexually active and not 
using an effective form of birth control. This new advisory 
reaches out to this broader group of women and urges them 
to abstain from alcohol. 

Che Surgeon General's Advisory on Alcohol Use in Preg- 
nancy is available at http://www.hhs.gov/surgeongeneral 
pressreleases/sg02222005.html. Additional information about 
alcohol use and pregnancy is available from CDC at http: 
www.cdc.gov/ncbddd/fas, the National Institute on Alcohol 
Abuse and Alcoholism at http://www.niaaa.nih.gov, and the 
Substance Abuse and Mental Health Services Administration 
at http://www.fascenter.samhsa.gov. 
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Notice to Readers 


Ground Water Awareness Week, 
March 13-19, 2005 


Ground Water Awareness Week, held each year by the 
National Ground Water Association (NGWA), highlights 
ground water as a valuable resource and emphasizes to private 
well owners the importance of routine water quality testing 
and well maintenance (/). 

Ground water is used for approximately half the U.S. drinking 
water supply (2). Most of that water is used by community water 
systems, which serve approximately 85% of the population (3). 
Under the Safe Drinking Water Act (SDWA), the U.S. Environ- 
mental Protection Agency (EPA) sets maximum levels for con- 
taminants in drinking water and requires community systems to 
routinely test for contaminants of public health concern. 

An estimated 15% of the population (43.5 million persons) 
rely on private ground-water wells as their primary source of 
water (3). Unlike community water systems, private water wells 
are not regulated by EPA, and the quality of the water source 
for many of these wells has not been assessed. Ground-water 
quality can be affected by local land uses, geologic factors, 
and characteristics of the aquifer from which water is extracted. 
Possible contaminants can include manufactured contaminants 
(e.g., pesticides, fertilizers, and industrial chemicals), natural 
contaminants (e.g., arsenic, fluoride, and radionuclides) and 
pathogens (e.g., coliform bacteria and viruses). 

Because private wells are not protected by SOWA, NGWA 
recommends annual well maintenance checks and water tests for 
coliform bacteria, nitrates, and other contaminants or water con- 
stituents of local concern (/,2). Additional information about 
Ground Water Awareness Week, well maintenance, and water 
testing is available at http://www.ngwa.org/education/aware.huml. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals March 5, 2005, 
with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 5, 2005 (9th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 
(9th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 

Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 144 139 17 29 19 2,197 2,625 43,948 55,503 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 


(9th Week)* 





Reporting area 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 
(9th Week)* 





Hepatitis (viral, acute), by type 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 


(9th Week)* 





Reporting area 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 


(9th Week)* 
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TABLE Il. (Continued) Provisional cases of selected notifia 


(9th Week)* 


ble diseases, United States, weeks ending March 5, 2005, and March 6, 2004 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 
(9th Week)* 





Streptococcus pneumoniae, invasive disease ull 
Streptococcal disease, Drug resistant, Syphilis 
invasive, group A all ages Age <5 years Primary & secondary Congenital 











Cum. Cum. Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 5, 2005, and March 6, 2004 


(9th Week)’ 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending March 5, 2005 (9th Week) 
All causes, by age (years) All causes, by age (years) 


All | | P&l' All P&l' 
Reporting Area Ages >65 45-64 | 25-44} 1-24} <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 | Total 
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